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Practitioner Orientation Checklist -HIM 

 

Practitioner Name: ________________________________Specialty:  ______________ 

 

Email: ___________________________________________Cell: ___________________ 

 

Date of Orientation: ______________________HIM Employee:___________________ 

 
 

______________________________ Acceptable Abbreviations / Policy 

 

 

 

 

______________________________ Suspension 

 

 

 

 

______________________________ Forwarding/Refusing documents to sign and                                                   

                                                                        documents to dictate instructions given. 

 

 

 

 

_______________________________ Inbox Training  

 

 

 

 

______________________________ Outside link instructions given  (for PC or IPad) 

 

 

 

______________________________ Laptops 

 

 

 

______________________________ CDI Documentation training 
 
_ 
_____      
 
*By signing below, I agree that I was trained in the above areas and/or provided information. 

 

 

 

Signature of trainee 
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MONONGALIA GENERAL HOSPITAL 
POLICY & PROCEDURE 
MANUAL: Administrative 
SECTION: Information Management 
SUBJECT: Acceptable Abbreviations 

Policy #: IM-079 

Effective: 07/08/2015 
Last Review: 07/08/2015 
JC Standard: IM.02.02.01 
Approved: 
Replaces: IM-079 Dated: 7/17/12 

 
 
 
POLICY: 
It is the policy of Mon General Hospital that to avoid misinterpretation, only those symbols and 
abbreviations listed in Stedman’s Medical Abbreviations, Acronyms & Symbols are to be used 
in the medical record by those authorized to make entries in the medical record. 
 
RESPONSIBILITY: 
Health Information Management (HIM) Director, Medical Record Committee, Medical 
Executive Committee 
 
PROCEDURE: 
1. The Medical Record Committee will monitor the use of abbreviations in the medical 
    record. 
2. The Chart Review Committee, Performance Improvement Analysts, and designated 
    HIM Clerk will review medical records for use of unacceptable abbreviations and report 
    their findings to the Medical Record Committee, who will then take any necessary 
    action. 
3. Current copies of Stedman’s Medical Abbreviations, Acronyms & Symbols will be 
    available for reference as Mon General Hospital’s approved abbreviation guide in the 
    HIM Department, as well as the House Supervisor’s Office. 
4. There are abbreviations, acronyms, and symbols that have been shown to be prone to 
    cause confusion and subsequent medication errors. The list of abbreviations, 
    acronyms, and symbols approved by the medical staff that should not be used is 
    attached. 
 
REFERENCES: 
Joint Commission E-dition. July 1, 2015. Information Management Chapter. Standard 
IM.02.02.01. 
 
Stedman’s Medical Abbreviations, Acronyms & Symbols 
 
 
APPROVALS: 
Committee Name Approval Date 
Information Management Council 06-10-15 Medical Executive Committee 07-08-15 
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* EXCEPTION: A trailing zero may be used only where required to demonstrate the level of precision of 
   the value being reported, such as for laboratory results, imaging studies that report size of lesions, or 
   catheter/tube sizes. It may not be used in medication orders or other medication-related documentation. 
  
 
  Original Approval Date: 07-17-12 
  Last Review Date (no changes) 06-10-2015 
 

  APPROVALS 
 
  COMMITTEE NAME / APPROVAL DATE 
  Information Management Council 06-10-2015 
  Medical Executive Committee 07-08-2015 
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DOCUMENTATION GUIDE FOR CONTENT OF REPORT TYPES 
 

 

   

H&P/SHORT STAY 

CHIEF COMPLAINT 

HISTORY OF PRESENT ILLNESS 

PAST MEDICAL HISTORY 

PAST SURGICAL HISTORY 

ALLERGIES 

FAMILY HISTORY 

SOCIAL HISTORY 

REVIEW OF SYSTEMS 

PHYSICAL EXAMINATION 

MEDICATIONS 

LABORATORY DATA/STUDIES 

IMPRESSION 

PLAN 

 

CONSULTATION REPORT 

REASON FOR CONSULTATION 

IMPRESSION 

PLAN 

HISTORY OF PRESENT ILLNESS 

PAST MEDICAL HISTORY 

PAST SURGICAL HISTORY 

ALLERGIES 

FAMILY HISTORY 

SOCIAL HISTORY 

REVIEW OF SYSTEMS 

PHYSICAL EXAMINATION 

MEDICATIONS 

LABORATORY DATA/STUDIES 

OPERATIVE REPORT 

DATE OF PROCEDURE 

PREOPERATIVE DIAGNOSIS 

POSTOPERATIVE DIAGNOSIS 

OPERATIVE PROCEDURE 

SURGEON 

ASSISTANT 

ANESTHESIOLOGIST 

SPECIMEN 

ESTIMATED BLOOD LOSS 

DRAINS 

COMPLICATIONS 

 

PROGRESS NOTES 

DATE OF SERVICE 

SUBJECTIVE 

OBJECTIVE 

ASSESSMENT 

PLAN 

 

DISCHARGE SUMMARY 

DISCHARGE DIAGNOSES 

REASON FOR HOSPITALIZATION 

HOSPITAL COURSE 

LABORATORY DATA/STUDIES 

DISCHARGE MEDICATIONS 

CONDITION ON DISCHARGE 

DISCHARGE INSTRUCTIONS 
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MEDICAL STAFF BYLAWS, POLICIES, AND RULES AND REGULATIONS OF MON GENERAL HOSPITAL     
(pertaining to Delinquent Medical Records) 

 
 
2.7. Delinquent Medical Records: 
 

(a) It is the responsibility of each physician to prepare and complete medical records in a timely fashion 
in accordance with the specific provisions of these Rules and Regulations and other relevant policies 
of the Hospital. 

 
(b) Each medical record, including short stay medical records, will be dictated within 21 days following 

discharge.  If the record is incomplete 14 days after discharge, the medical records department will 
notify the physician, in writing, of the due date for completing the record.  If the record remains 
incomplete 28 days following discharge, the physician will be notified in writing of the delinquency 
and that his or her clinical privileges have been automatically relinquished.  The relinquishment will 
remain in effect until all of the physician’s records are no longer delinquent. 

 
(c) Failure to complete the medical records that caused the automatic relinquishment of clinical 

privileges three months from the relinquishment will constitute an automatic resignation of 
appointment from the Medical Staff and of all clinical privileges. 

 
(d) Any requests for special exceptions to the above requirements will be submitted by the physician to 

the medical records department and considered by the Executive Committee. 
 

(e) Except in rare circumstances, when approved by the Chief Executive Officer and the Chief of Staff, no 
physician or other individual will be permitted to complete a medical record on an unfamiliar patient 
in order to retire that record. 
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Appendix A (Med Staff Bylaws) 

COUNTERSIGNATURE VS NO COUNTERSIGNATURE BY STATUS - HP 

  

STATUS 
NEEDS CONTERSIGNED BY 

MD 
DOES NOT NEED 

COUNTERSIGNED BY MD 

Physician Assistants X   

Midwives   X 

Fellows X   

Residents X   

Nurse Practitioners  X   

Students 

X                                           
(must be countersigned prior 

to being considered complete)   

   

Appendix B (Med Staff Bylaws) 

COUNTERSIGNATURE VS NO COUNTERSIGNATURE BY STATUS - PHYSICIAN ORDERS 

  

STATUS 
NEEDS CONTERSIGNED BY 

MD 
DOES NOT NEED 

COUNTERSIGNED BY MD 

Physician Assistants X   

Midwives   X 

Fellows   X 

Residents X   

Nurse Practitioners  X   

Students 
X  

 (prior to implementation)   

   

Appendix C (Med Staff Bylaws) 

COUNTERSIGNATURE VS NO COUNTERSIGNATURE BY STATUS - DISCHARGE 

  

STATUS 
NEEDS CONTERSIGNED BY 

MD 
DOES NOT NEED 

COUNTERSIGNED BY MD 

Physician Assistants X   

Midwives   X 

Fellows X   

Residents X   

Students X   

Nurse Practitioners X   
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VACATION / LEAVE OF ABSENCE 

 

Prior to leaving on vacation or taking a leave of absence, complete all charts in your inbox and 

notify the HIM Department so that any incoming charts will be placed on hold until you return to 

work.   

 

 

 

TERMINATION OF EMPLOYMENT   

If your employment ends, you should check back after a couple of weeks to make sure you don’t 

have any charts that are still incomplete.  If you leave charts in an incomplete status it will be 

documented in your credentialing file and you won’t be eligible for rehire. 
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Cerner Outside Link Instructions for your computer 
 

1. Open up Internet Explorer or Web browser and go to 

https://mnglwv.cernerworks.com/prod   

2. Click on Add to Favorites to bookmark it. 

3. Click on the Citrix ICA Web Client for Windows 

4. Click the Open button (It will download the client) 

5. Just follow the defaults on the next several screen, and finish 

6. In the username field type mnglwv; in the password field type: usermnglwv 

7. This will now get you to the point where you can click on the powerchart icon.  

 

OR 

 
Instructions for accessing Cerner from IPAD or IPhone 

 
1. Go to ITunes App store and download the latest version of Citrix receiver. 

2. Click on the Citrix receiver and click on add connection (right side) 

3. For address type in the following information 

https://mnglwv.cernerworks.com/pnagent/config.xml 

For the username type in User:  mnglwv 

Password: usermnglwv 

4. Domain: cernerasp 

5. Click on the save and connect and you should see a powerchart icon tap on it to connect. 

 

Please use your normal logon credentials from here.  Good Luck! 

 

 

If your password is disabled by trying to sign on more than three times or if it has been more than 

30 days since you last signed on, you may have to call the IT department (304-598-1327) and ask 

them to reset your password to the same thing as your username, (your username is the first three 

letters of your last name and your five digit physician number).  You would type it in the 

username slot, then in the password slot and enter.  Another signon screen will appear and you 

will type your old password (which is your username), your new password (your new password 

must be at least 6 digits long and contain at least one number), then repeat the new password).  

This will get you into your Cerner inbox.  If you have any questions or need any help, please call 

304-598-1375 for assistance. 
 

 

 

 

https://mnglwv.cernerworks.com/prod
https://mnglwv.cernerworks.com/pnagent/config.xml


Revised 03/17/2020 

 

SIGNING and FORWARDING or REFUSING A DOCUMENT 

 

  To sign and forward for cosign or correspondence, please complete the following steps: 

1. With your Inbox open, select the Documents to sign. 

2. Open the signature document by double clicking on it. 

3. Click on “OK” to sign before forwarding (do not use Ok & next or you won’t be able to forward) 

4. To forward a document, select the “Additional Forward Action” option, for “sign” only.  (never use 

review…this will not remove it from your inbox) 

5. In the “TO:” box. Enter the name of the healthcare professional to who you are sending the request.  

(Click the binoculars to look up the person by name or ID). 

6. Select Sign, from the list in the Requested Action box.   

7. Enter a comment about the request. 

8. Click OK. 

 

 To refuse a document that has been sent to you for signature or dictation 

1.  Select the “Refuse” for “sign”option. (Even if a Dictation) 

2.  Enter a comment in the Comment box (required). 

3.  TO:  Him Dept (always refuse to the HIM dept for reanalysis) Hit “ok”. 
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Overview of Inbox Messaging 
  All messages and notifications that require your attention, review or signature 

are routed to your Inbox and are organized in folders. 

  Your Inbox can be accessed from any computer on your network that has 
Cerner Millennium installed on it. 

 

Inbox  Basics 
Inbox Overview 

 

 

Inbox Summary 

The Inbox Summary allows you to access any message or result in Inbox.  Inbox notifications are divided into 
categories or folders; the number adjacent to the category name indicates the number of Inbox items in that 
category that are unread.   

Summary Pane/Workspace 

The summary pane lists the individual Inbox items (messages, documents and so forth) contained in the folders in 
the Inbox Summary.  Double-clicking an Inbox item in the Summary Pane opens the workspace for that item.  

 

 

 

 

Summary 

Pane/Workspace 

Inbox 

Summary 
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INBOX – HOW TO PROCESS         
 

 
       

 This is a normal view of an Inbox. 

 

On the left-hand side of the viewing pane, you will find the folder list with all folder names showing in the 

medium blue/gray boxes.  There is a deficiency count, in parenthesis, for “new” and opened items.  If an item has 

been opened, it will stay in the inbox until processed, but will no longer show bold in the inbox.  The subfolders 

will be listed beneath the folder title.   

 

Inbox items:  This folder includes all “Documents” (documents to sign, forwarded documents to sign and 

forwarded documents to review), “Orders” to sign (CPOE….Computerized Physician Order Entry) and any 

“Messages” that are sent to you by another person with a Cerner Inbox. 

 

Work items:  This folder includes the subfolders “Documents to Dictate” (self explanatory), and “Saved 

Documents” (Documents you created or modified that you saved instead of signing.  These will stay in this folder 

until you sign them.)   

 

Most saved documents can not be viewed by anyone except the author, until signed.  Keep 

this in mind when saving a document.   
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Double click on an item to open the processing window.  If you wish to sign an item, you don’t need to change 

anything as it is usually defaulted properly.  Just click on “OK & Next”.  This will sign the deficiency and move 

forward to the next deficiency in the inbox.  

 
 

The refresh button is located on the upper right hand side of the screen (# minutes ago). 

Click on the magnifying glass to access the search screen.  These buttons are located in the same  

area of the window regardless of what application you are in.  (Inbox or Powerchart) 

 

 

Pt. Info 

Pt info 
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“Documents to Dictate” are listed just like documents to sign but you do not need to open the dictate deficiency 

window.  You just click on the item once (which highlights the item), then right click for the menu.  Click on 

 “open patient chart”, and choose “notes and documents”.  This will take you to Powerchart Notes and Documents 

so that you can review the rest of the chart.  When you double click and open a “Document to Dictate” item, it only 

says “this is an anticipated document” because you have not yet dictated.  (See second screen shot).  Once an item  

has been dictated, using the correct FIN number, it will leave your inbox (after you refresh).  The deficiency will 

automatically update in Powerchart to “this is a dictated document”.  
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Documents in the “Orders” folder process just like “Documents to sign” (But look a little different when opened).  

See second screen shot.  Just click Ok & next to process one by one, or if you wish to “sign all”, highlight one, 

right click, and choose “Approve” (no dose range checking).  It may take several minutes to process all orders 

depending on how many are in your inbox. 
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You can go to the “Patient List” section of your Inbox by clicking on “Patient List” in the tool bar.  This will 

allow you to do the following: view all patient lists that you created, add or remove someone to/from your list  

and even open a patient chart by double clicking on a patient name. (When you open a patient chart this way, you 

may be asked to choose a relationship to the patient. See second screen shot).   To add a patient to your list, click 

on the icon that looks like a person with a star, and to remove/inactivate a patient from the list, click on the person 

with the red X…see arrow. 

 

 
 

 
Click on the relationship and then click “OK”. 
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To refuse a deficiency, follow these steps. 

Click “refuse” for “sign” (The “additional forward action” should always be “sign”….never “review”), choose a 

reason (from the drop down box to the right of “refuse”).  In the “To” box it should always say, “HIM, Dept EV”.  

There is a box for additional comments, if you wish to type something; however, it is not required. 
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A user can only “modify” an electronic document that has not been signed.  (It can be sent to the user through an 

interface or created by the user and “saved”).  You must open the electronic document, right click on the 

document and choose “modify” from the pop-up menu.  (See below).  Once you click on “modify”, a separate 

window opens.  The user would make changes in this window, and then click “OK”.  This will close the 

modification window, but leave the original window open.  You must then close that patient’s document by 

clicking on the “X” in the tab at the top of the document window.  

 

 

 
 

 

This will close the current completed deficiency and open the next deficiency.  If a deficiency has been “opened” 

(but not processed) it will still show in your inbox, but will no longer show in bold type.  

A user has the capability to “sign all” electronic document deficiencies in his inbox (one folder at a time) without 

first reviewing them.  This does not apply however to deficiencies on scanned documents.  Scanned document 

deficiencies will not process when a user uses the “sign all” functionality.  They must be completed one at a time. 

 
If it has been more than 30 days since you have accessed Cerner, your password will automatically be disabled.  (It 

may also be disabled if you enter the wrong username or password three consecutive times).  You must call the I.T. 

helpdesk and ask them to reset your Cerner password……which will then be the same as your user name.  You  will  

be required to set a new password, which has to be at least six digits long and contain at least one number.  A 

physician’s username usually consists of the first three letters of their last name and their physician number.   
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